This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms. Computed tomography showed an epidural, soft tissue mass in D2 region associated with a vertebral lytic lesion [ Figure 1a ]. Microscopic examination of the epidural mass showed a tumor composed of cells with clear to vacuolated cytoplasm with moderate nuclear pleomorphism [ Figure 1b ]. Some cells showed signet ring morphology. A single cluster of eosinophilic hyaline globules was also noted [ Figure 1c ]. The differential diagnosis considered was metastatic clear cell carcinoma and plasmacytoma due to the presence of hyaline globules. On immunohistochemistry, the tumor was immunonegative for pancytokeratin and showed strong expression of CD 138 [ Figure 1d ]. There was monoclonal expression of kappa light chains. Serum protein electrophoresis showed "M" band of 0.32 g % in the gamma region and increased serum IgG on immunoglobulin assay.
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Clear cell myeloma artefactual or real
Editor, Many rare morphological variants of myeloma cells have been described such as clear cells, signet ring cells, monocytoid cells, and pseudogaucher cells, which pose a diagnostic challenge. [1] We report two unusual cases of multiple myeloma with clear cell morphology. The first case was a 66 year old male who presented with a history of backache of 2 months duration. His Hemoglobin was 9.6g/dl and ESR was 65mm/h. His creatinine was elevated at 1.5 mg/dl. The bone scan revealed another lytic lesion in the left clavicle. Bone marrow was uninvolved.
Our second case was a 48 year old male who presented with pancytopenia. Serum protein electrophoresis showed M band of 0.42 g % in the gamma region. The bone marrow aspirate was diluted with blood and showed the presence of few neoplastic plasma cells with classic morphology.The bone marrow biopsy revealed replacement of the entire marrow by sheets of clear cells with finely vacuolated cytoplasm [ Figure 2a and 2b]. The cells expressed CD 138 and were lambda light chain restricted. On retrospective analysis, it was found that the marrow biopsy was fixed in 10% buffered formalin for less than an hour and then transferred to 10% formic acid for decalcification. This clear cell change was therefore, artefactual owing to poor fixation of the biopsy in formalin.
Clear cell myeloma was first reported by Chen et al. in 1985 who initially mistook it for liposarcoma. [2] Signet ring change in myeloma can be misinterpreted as metastatic carcinoma. [3] Svec et al. [4] have reported two cases of myeloma with the presence of microvacuolated plasma cells mixed with signet ring cells which were positive for CD138, Kappa light chains and ubiquitin. The pathogenesis of such cytoplasmic vaculation in myeloma cells is attributed to the formation of autophagic vacuoles due to the excessive production of misfolded immunoglobulins. This was further reiterated by high alkaline phosphatase (lysosomal enzyme) score and strong ubiqutin expression in these neoplastic plasma cells. [4] Our second case showed artefactual clearing owing to underfixation with 10% formalin. Kotru et al. [5] also reported a similar case and hypothesized that such clear cell change was probably due to action of CO2 like gases during the decalcification process on a poorly fixed tissue.
We therefore conclude that plasmacytoma must be included in the differential diagnosis of a clear cell neoplasm and conversely, artefactual cytoplasmic clearing must be ruled out before making a diagnosis of clear cell myeloma as the entity is relatively rare.
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Figure 1: (a) Computed tomography scan showing an epidural soft tissue mass in D2 region. (b) Low power view showing sheets of vacuolated plasma cells (H and E, ×100). (c) High power view showing vacuolated cells with hyaline globules (H and E, ×400). (d) Tumor cells showing CD138 positivity (immunohistochemistry, ×100)
d c b a Letters to Editor and increment of total platelet count was recorded. The details of the same are as tabulated in Table 1 After platelet transfusions as stated above, he was put on eltrombopag 50 mg once a day with prednisolone 40 mg OD, which was tapered by 5 mg every week. Meanwhile, his bone marrow karyotyping was also done, and chromosomal analysis revealed two cell lines. 40% of cells analyzed revealed apparently normal male karyotype. However, 60% of cells analyzed revealed a total of 162-172 chromosomes depicting hyperheptaploidy as shown in Figure 1 .
Figure 2: (a) Bone marrow biopsy showing diffuse population of vacuolated tumor cells (H and E, ×100). (b) High power view of plasma cells showing clear cells (H and E, ×400) b a
Chromosomal abnormalities in ITP are unusual. More so, polyploidy in platelet disorders has been rarely noticed as of
Hyperheptaploidy in idiopathic thrombocytopenic purpura
Editor, Idiopathic thrombocytopenic purpura (ITP) is a condition of low platelet count of no known cause. It is a diagnosis of exclusion. As most causes appear to be related to antibodies against platelets, it is also known as ITP. Although most cases are asymptomatic, very low platelet counts can lead to a bleeding diathesis and purpuric rash. It affects the overall number of platelets rather than their function.
The study of chromosome using the conventional cytogenetic techniques requires actively dividing cells. Ploidy refers to the number of sets of chromosomes present. Thus, diploid would mean two sets of each chromosome. At times, the number of the chromosomes may vary between the two ploidy levels. Near-heptaploidy has chromosome number ranging from 150 to 172. If the chromosome is in the range of 150-160 it is named as hypoheptaploidy and if between 162 and 172 it is known as hyperheptaploidy. [1] We have previously reported a case of hyperploidy (octaploidy) in ITP which was incidentally noticed. [2] Now, to add to that, another case of hyperheptaploidy has been noted in a case of ITP.
A 31-year-old male was admitted with a chief complaint of postprandial fullness. On routine hemogram, he was found to have very low platelets count of 10,000/mL and was diagnosed as a case of ITP after ruling out other causes of thrombocytopenia. On testing for Vitamin B12 levels, it was found to be within normal limits. He received IV methyl prednisolone 500 mg stat dose which was continued for the following 3 days, but no response was observed. Furthermore, 3 doses of IVIg were given and the patient was still unresponsive. Platelets transfusion was planned
